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Objectives: To evaluate provision of vouchers for family planning and sexual and reproductive health (SRH) ser-
vices.Methods:A reviewwas conducted to assess the effects of 24 voucher programs inMarie Stopes Internation-
al programs across 11 countries in Asia and Africa between 2005 and the present. The outcome measures were
uptake of services; service use among speciﬁc subgroups; user satisfaction with service quality; and efﬁciency
of service delivery. Results: Twelve of the 24 programs covered family planning only, whereas the other 12 pro-
grams covered family planning and/or SRH. Service uptake increased following implementation, although vouch-
er redemption rates varied by program (44.1%–92.4%). Most programs were successful in reaching subgroups,
such as the poor and young (under 25 years), although this outcome depended on the targeting approach.
Most programs recorded high user satisfaction; however, the evidence regarding efﬁciency was mixed.
Conclusions: Vouchers increased uptake of services and, in some cases, improved service quality and reach to
speciﬁc groups. Nevertheless, robust evaluation designs are required to measure efﬁciency.
© 2015 Published by Elsevier Ireland Ltd. on behalf of International Federation of Gynecology and Obstetrics.
This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).1. Introduction
Increasing access to family planning and sexual and reproductive
health (SRH) services can improve public health outcomes and contrib-
ute directly to poverty alleviation and cost savings for both users and
health systems [1,2]. Unmet need for such services remains high
among the most vulnerable groups, such as the poor and young, and
globally maternal causes accounted for 7.3% of deaths among women
aged 15–49 years in 2010 [3,4].
Investment in health services remains low in many countries; fur-
thermore, such efforts have largely focused on supply and have often
been channeled through thepublic sector [5]. Scarce government capac-
ity and inefﬁciency could have contributed to the limited effects that
such investment has exerted on public health outcomes [6–8].Many cit-
izens of low-income countries rely on non-state systems for their health
care. For example, out-of-pocket payments by individuals to private
healthcare providers accounts for 80% of all health expenditure in
Pakistan [9].
Due to the state of public health services, the lack of national insur-
ance schemes, and the proﬁt incentive of private providers, cost remains
a signiﬁcant barrier to access, especially since poor people have theEvaluation Team, Marie Stopes
: +44 7771 614 791 (mobile).
ehalf of International Federation of Ghighest unmet need for these services [10]. However, many other bar-
riers exist, including socio-cultural factors, perceptions of poor quality
of services, and distance to services (especially in rural areas), all of
which might disproportionally affect poor, young, and rural
individuals [11,12].
Output-based aid programs have been implemented in many coun-
tries in an attempt to address gaps in investment, service quality, and
barriers to access. These programs tie funding to the achievement of
pre-speciﬁed goals or outputs [7,13]. The distribution of subsidized
vouchers that can be redeemed for family planning and/or SRH services
is one such output-based aid program currently being implemented
(Fig. 1) [14].
Vouchers directly augment the purchasing power of users, increas-
ing their uptake of goods or services covered by the program [15].
When distributedwith ameans test or other targeting criteria, vouchers
are hypothesized to increase the use of goods or services among sub-
populations. By increasing uptake and making reimbursement consis-
tent, vouchers are further hypothesized to increase revenue for service
providers, who can then reinvest directly in services to improve their
quality. By increasing competition and creating incentives to meet
voucher contracts, programs are also thought to increase efﬁciency in
health care [15]. Vouchers can be viewed as a stepping-stone toward
national health insurance systems by introducing essential elements,
such as free or subsidized care, quality assurance, accreditation of pro-
viders, and reimbursement systems for providers [16].ynecology and Obstetrics. This is an open access article under the CC BY-NC-ND license
Fig. 1. Schematic outlining the Marie Stopes International voucher program [14].
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grams, both as manager and service provider, to expand user choices
for family planning and SRH services in several low-income countries.
One of the approaches used byMSI to increase access to family planning
and SRH services is to part-franchise existing private providers, provid-
ing them with training, commodities, quality assurance and branding
under the BlueStar name. The voucher programs were in some cases
combined with these social franchising efforts.
The aimof thepresent studywas to conduct a reviewofMSI’s vouch-
er programs to assess whether vouchers had: (1) increased uptake of
family planning and SRH services; (2) increased use of services when
distributed to a speciﬁc subpopulation with unmet need; (3) increased
user satisfaction with the services offered; and (4) improved the efﬁ-
ciency of these services.
2. Materials and methods
A review of the results of MSI family planning and/or SRH voucher
programs among 11 countries in Asia and Sub-Saharan Africa was con-
ducted between July and August 2013. Ethical clearance and informed
consent were not required because the present study reviewed existing
reports of aggregated data rather than individual-level data.
Eligible voucher programs were identiﬁed through MSI’s program
records and a search of MSI internal reports and external publications
on MSI’s internal knowledge management resource (Best Practice
Gateway), using the following key terms: voucher(s), output-based
aid, demand-side ﬁnancing, results-based ﬁnancing, performance-
based ﬁnancing, reproductive health, safemotherhood, family planning,
and sexually transmitted diseases. Reference lists from these publica-
tions were then reviewed to identify supporting documents providing
additional detail of these programs. Voucher programs covering only
short-term interventions or non-family planning and/or SRH services
were excluded, as were those with insufﬁcient information about im-
plementation or results.
Information was taken from these reports and publications on
programmatic implementation (including routine monitoring and
evaluation data) and evaluation (including design, outcome variables,
and main ﬁndings). Study designs that included evaluation arms were
considered stronger than those lacking evaluation and as such form
the focus of the results and have been isolated and highlighted in
Tables 1 and 2. The data were collected and compiled by AQ, and then
reviewed at the country level by MSI support staff and/or AQ and GE
to both verify the accuracy of the information extracted and identify
missing information.
All data were categorized as either programmatic information or
results of the program. Results were mapped according to fouroutcomes that were developed on the basis of the hypotheses described
above and those outlined in another systematic review [15]. These out-
comes were: uptake; reach; user satisfaction; and efﬁciency. Uptake
was deﬁned as an increase in service use, either at the population
level (access to vouchers vs no access to vouchers) or over time (before
the intervention vs during the intervention). Reach was deﬁned as the
ability to increase use of services among certain populations, such as
poor women or the young. Deﬁnitions of “poor” and “young” differed
across programs depending on the program’s goals. User satisfaction
was a self-reported measure of satisfaction with the services received.
Efﬁciency was deﬁned as the costs per service or outcome. Process indi-
cators, such as targeting approaches and redemption rates, were also
analyzed to demonstrate the success of the voucher programs in
reaching women with unmet need for the service.
3. Results
In all, MSI was involved in 24 voucher programs between 2005 and
present; some of these programswere still in the pilot or expanded pilot
phase. Programs were located in seven African countries (Ethiopia,
Kenya, Madagascar, Malawi, Sierra Leone, Uganda, and Zimbabwe)
and four Asian countries (Cambodia, Pakistan, Vietnam, and Yemen).
Voucher programs varied markedly in size and ranged from only a
few clinics to multiple districts or regions within a country. In some in-
stances, multiple voucher programs ran simultaneously across different
areas of the country.
Working in conjunction with its local afﬁliates, MSI acted as the
voucher management agency for 18 programs, and combined voucher
programs with social franchising efforts in 17 programs. In other coun-
tries, such as Kenya, the role of MSI and its local afﬁliates was in service
provision. Family planning services were offered in 16 programs; safe
motherhood and delivery services in ﬁve programs; treatment of sexu-
ally transmitted infections (STIs) in three programs; and comprehen-
sive safe abortion care in four programs. Five programs offered
multiple services. The populations most frequently targeted by the pro-
gramswere the young, the poor, andwomen living in rural areas. Of the
10 programs that explicitly targeted the poor, six used a poverty grading
tool to assess potential recipients before sale of the vouchers. Four pro-
grams used geographic targeting, such as limiting the sale of vouchers to
speciﬁc areas where poverty rates were high. Ten programs used com-
munity health workers and educators for voucher distribution.
Eight voucher programs across six countries (Ethiopia, Kenya,
Madagascar, Pakistan, Sierra Leone, and Uganda) included evaluations
with quantitative results and comparison data. The relevant program-
matic information for these programs is presented in Table 1. Quantita-
tive study designs included cross-sectional surveys and analyses, before
and after intervention analyses with and without control groups, and
non-random experimental designs (Table 2, Box 1). The following re-
sults focus only on these eight programs.
3.1. Uptake
All eight evaluations examined the effect of voucher programs on
the uptake of services through analysis of routine service numbers.
Five programs recorded redemption rate data, which provided a useful
indication of how effective voucher programswere in encouraging indi-
viduals to use the vouchers that they had purchased or received for free.
In the Uganda Reproductive Health Vouchers Project (RHVP), the
proportion of health facility deliveries increased from 58% in the
2 years before implementation of the program to 67% during the ﬁrst
2 years of the program. Voucher users and women from villages
where at least one voucher user was present were more likely to use
health facilities for delivery than to deliver at home, compared to indi-
viduals who had never used the voucher or lived in villages where no
voucher users were present. During the ﬁrst year of the program, the
number of users who sought treatment of STIs increased from 2837 to
Table 1
Characteristics of the Marie Stopes International voucher programs.a
Country Dates Services provided Population targeted Distribution channel Service provider Role of Marie Stopes
International
Ethiopia 2012–2015 Family planning Poor, young Community health workers BlueStar and other
private clinics
Voucher management agency,
social franchise, and service
provider






Social franchise and service
provider
Madagascar 2010–2011 Family planning Poor rural, young (under 24) Community health workers BlueStar clinics Voucher management agency
and social franchise
Pakistan 2008–2016 Family planning Poor Local ﬁeld worker
marketing agent
BlueStar clinics Voucher management agency
and social franchise
Sierra Leone 2010–2013 Family planning Poor urban Marie Stopes International
voucher distributors
BlueStar clinics Voucher management agency
and social franchise
Uganda A 2006–2008 STI treatment and testing Poor rural, underserved,
young (under 25)
Pharmacies and drug stores Private for-proﬁt and
non-proﬁt clinics
Voucher management agency
Uganda B 2008–2012 STI treatment and testing,
safe motherhood







Uganda C 2010–2015 Family planning Peri-urban, high unmet
need, low and middle
income
Poor
Community health workers Public and BlueStar clinics Voucher management agency
and social franchise
Abbreviation: STI, sexually transmitted infection.
a Only the eight voucher programs with evaluation arms attached are included here.
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safe motherhood vouchers and 39 878 STI treatment vouchers were
sold. In all, 96 631 (92.4%) safe motherhood vouchers were partially
redeemed for just some of the available services, such as prenatal visits
and delivery at a health facility delivery, and 65 590 (62.7%) were
redeemed for health facility delivery. For the STI program, 31 658
(79.4%) users sought treatment [19].
In Kenya, uptake of both family planning and safe motherhood ser-
vices increased from baseline in the contracted facilities. Across all dis-
tricts, family planning uptake increased by a mean of 67% and assisted
deliveries (including non-voucher deliveries) increased by a mean of
57% [16]. During the period June 2006 to October 2008, a total of 78
651 safe motherhood vouchers were sold, 60 851 (77.4%) of which
were used for delivery. In addition, 25 620 family planning vouchers
were sold and 11 296 (44.1%) were redeemed [20].
Family planning uptake alsomarkedly increased in Sierra Leone dur-
ing voucher distribution periods [21]. Between April 2010 and June
2011, a total of 5115 vouchers were distributed and 4677 (91.4%)
redeemed [21].
A pilot family planning program implemented in Ethiopia recorded
the distribution of 2521 vouchers, 51% of whichwere redeemed, during
the period August 2012 to February 2013 [22]. In Madagascar, 7816
family planning vouchers were sold from March to September 2011,
with 3485 (44.6%) subsequently redeemed [23].3.2. Reaching speciﬁc groups
Six programevaluations assessed reach to targeted groups. In Kenya,
voucher distribution was based on a context-adjusted poverty grading
tool. Both family planning and safe motherhood voucher users in
Kenya were more likely to be in the poorest 40% of wealth proﬁles
than non-voucher users [24]. In the Uganda RHVP, where a poverty
grading tool was used to assess potential users, the poorest 40% of
women living in villages where a voucher user was present were
more likely to use safe motherhood services than the poorest 40% of
women living in villages with no voucher users present [17,18]. In addi-
tion, 98% of the safe motherhood voucher sales was to women who
were considered to be poor [17,18]. In a small, unrelated MSI Uganda
family planning program, 74% of voucher purchasers were assessed as
poor [25].In Pakistan, where a poverty grading tool was used to assess poten-
tial family planning voucher users, 66.0% earned less than the national
average daily wage [14]. In Sierra Leone, where geographic targeting
was used, family planning voucher users were more likely to be young
than non-voucher users; by most indicators, voucher users were
more likely to be poor [21]. In Madagascar, a poverty questionnaire
was administered after voucher distribution. The proportion of all
family planning users within the lowest 40% of household wealth
proﬁles decreased from 20.2% to 13.1% after voucher distribution was
initiated, although the proportion of family planning users who were
young (under 24) increased from 27.5% to 35.4% following voucher
distribution [26,27].
3.3. User satisfaction
Four program evaluations examined the impact of voucher pro-
grams on user satisfaction. In the Uganda RHVP, 94% of voucher users
were satisﬁed with the services, whereas 76% of non-voucher users
were satisﬁed. In addition, voucher facilities were more likely than
non-voucher facilities to conduct comprehensive clinical examinations
for prenatal and postnatal care [17,18]. In a Ugandan family planning
program, 99% of family planning voucher recipients rated the program
as either good or very good [19]. In Madagascar, 95% of voucher recipi-
ents were satisﬁed with the overall program [26]. However, in Sierra
Leone, family planning voucher users were less satisﬁed with services
than non-voucher users (88.4% vs 93.9%; P = 0.032), and satisfaction
levels decreased among users from baseline [21].
3.4. Efﬁciency
Three voucher evaluations considered the cost of voucher programs.
In Kenya, 24% of the costs covered administration and evaluation, com-
pared to 45% spent on administration alone for Kenya’s National Hospi-
tal Insurance Fund [28]. In the Ugandan RHVP, costs per user for STI
treatment reduced over the 4 years of the program, from US $53 to US
$21 [14]. However, average costs for delivery were higher than those
for delivery in public facilities. Uncomplicated and complicated voucher
deliveries cost US $29.40 andUS $111.85, respectively, versus US $19.17
and US $71.22 for uncomplicated and complicated deliveries in public
facilities [29]. In Madagascar, the number of couple-years of protection
per month increased from 957 to 1100 (14.9%) after the vouchers
Table 2
Evaluations of the Marie Stopes International voucher programs.a,b
Outcome variable Country Dates Main ﬁndings
Uptake
Increased family planning uptake Ethiopia [21] 2012–2015 Between August, 2012, and February, 2013, 2521 vouchers were issued, of which 51% were
redeemed.
Increased facility delivery and family
planning uptake
Kenya [5,16,19,23,27] 2006–2014 Between June, 2006, and October, 2008, 25 620 family planning vouchers were sold, of which
11 296 (44.1%) were redeemed. During the same time period, 78 651 safe motherhood
vouchers were sold, of which 60 851 (77.4%) were redeemed.
Comparisons before and after voucher distribution showed that assisted deliveries had
increased by a mean of 57% at the facilities across all districts; use of family planning services
increased by an average of 67%.
Redemption rate Madagascar [22,25,26] 2010–2011 From March to September 2011, 7816 family planning vouchers were distributed, of which
3485 (44.6%) were redeemed.
Increased family planning uptake Sierra Leone [20] 2010–2013 Family planning user ﬂow increased from approximately 200 per month before voucher
distribution to a peak of approximately 1400 per month during voucher distribution. A total of
5115 vouchers were distributed, of which 4677 (91.4%) were redeemed.
Increased number of SRH service users Uganda A
[5,15,17,18,14,29]
2006–2008 The number of patients seeking STI treatment services from contracted facilities was 2837 in
the year before the voucher program began and 9247 in the ﬁrst year of the program. As of
December 31, 2011, a total of 39 878 STI vouchers had been distributed, of which 31 658
(79.4%) were redeemed.
Increased facility delivery Uganda B
[5,15,17–19,28,29]
2008–2012 The proportion of newborns delivered at health facilities increased among individuals who used the
voucher; in villages where a voucher user was present; and during the period 2010–2011 vs 2008.
As of May 31, 2012, the redemption rate for deliveries was 62.7%.
Reaching speciﬁc groups
Use among poor women Kenya [5,16,19,23,27] 2006–2014 Voucher users were more likely to be in the poorest 40% of the population than non-voucher
users for all services.
Use among poor and young women Madagascar [22,25,26] 2010–2011 After introduction of the vouchers, the proportion of users in the two lowest wealth quintiles
decreased from 20.2% to 13.1%, whereas, the proportion aged younger than 24 years increased
from 27.5% to 35.4%.
Use among poor women Pakistan [14] 2008–2016 48% of franchisee users had received no formal education, and only 98 (21%) had completed
primary school (vs a national level for female primary school attendance of 67%).
25% of women attending the voucher distributing providers stated their average daily household
income at less than 102 Pakistani rupees (US $1.20). 41% earned less than 205 Pakistani rupees (US
$2.40) a day, which is below the national average.
Use among poor and young women Sierra Leone [20] 2010–2013 Voucher users were more likely than non‐voucher users to be aged younger than 25 years
(63.3% vs 49.8%; P= 0.007).
Voucher users were less likely than non-voucher users to have achieved secondary education or
higher (37.7% vs 50.2%; P= 0.006).
Voucher users weremore likely than non-voucher users to have access to improved drinking water
(as per DHS deﬁnition, sources of improved drinking water are those believed to be relatively free
of disease) (92.0% vs 83.5%; P=0.006) but less likely to own livestock (53.4% vs 40.3%; P=0.003)
or have high-quality ﬂooring (84.3% vs 76.3%; P= 0.002).
Use among poor women Uganda B
[5,15,17–19,28,29]
2008–2012 The difference in service use between poor and non-poor populations was lower among women
from villages with a voucher user vs villages with no voucher users. In all, 98% of voucher users
were considered poor according to the Poverty Grading Tool used. Furthermore, 98% of voucher
sales were to individual who scored less than 10 points using a poverty grading tool.
Use among poor women Uganda C [24] 2010–2015 74% of family planning voucher purchasers were poor.
User satisfaction
Satisfaction with services Madagascar [22,25,26] 2010–2011 Overall beneﬁciary satisfaction with the voucher system was high (95%).
Beneﬁciaries reported a high level of satisfaction with the Community Health Educator (94%)
and conﬁdence in the BlueStar provider (97%).
Satisfaction with services Sierra Leone [20] 2010-2013 Non‐voucher users had higher levels of satisfaction than voucher users: 93.9% of non‐voucher






2008–2012 Higher proportions of providers from voucher facilities conducted the clinical examinations vs
their counterparts from comparison facilities for prenatal (51.2% vs 35%) and postnatal care
(25.8% vs 3%).
94% of voucher users reported being satisﬁed with the services they received vs 76% of
non-voucher users.
Satisfaction with services Uganda C [24] 2010–2015 99% of individuals who redeemed vouchers rated the services as good or very good.
Efﬁciency
Total program cost Kenya [5,16,19,23,27] 2006–2014 In all, 24% of the costs of the voucher program were expended on administration and
evaluation, vs 45% on administration alone for Kenya's National Hospital Insurance Fund.
Cost per couple-year of protection Madagascar [22,25,26] 2010–2011 Cost per couple-year of protection increased after introduction of the vouchers, with only a
small improvement in the total number of couple-years of protection delivered per month.
Cost per user Uganda A
[5,15,17,18,14,29]
2006–2008 The average cost per user provided with an STI service was reduced from US $53 to US $21
over the ﬁrst 4 years of the program.
Cost-effectiveness Uganda B
[5,15,17–19,28,29]
2008–2012 Total average output-based aid cost for uncomplicated and complicated delivery was US
$29.40 and US $111.85, respectively.
Total average public facility cost for uncomplicated and complicated delivery was US $19.17
and US $71.22, respectively.
Abbreviations: SRH, sexual and reproductive health; STI, sexually transmitted infection.
a Only the eight voucher programs with evaluation arms attached are included here.
b Three separate voucher programs from Uganda were included in the study. They have been labelled A, B, C to distinguish them.
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Box 1
Designs of the eight voucher program evaluations.
Ethiopia Cross-sectional data analysis
Kenya Analysis of user data; cost analysis comparison
with national-level data; pre-intervention and
post-intervention comparison
Madagascar Cross-sectional survey; analysis of user and
administrative data; pre-intervention and
post-intervention comparison
Pakistan Cross-sectional survey, comparison with
national-level data
Sierra Leone Non-randomized experiment; user data analysis
plus surveys; pre-intervention and
post-intervention comparison; comparison of
voucher and non-voucher users
Uganda A Analysis of user data; pre-intervention and
post-intervention comparison
Uganda B Cross-sectional user data analysis; surveys,
observations, and cost analysis; pre-intervention
and post-intervention comparison; geographic
control and intervention groups; comparison of
voucher and non-voucher users
Uganda C Cross-sectional survey
E19G. Eva et al. / International Journal of Gynecology and Obstetrics 130 (2015) E15–E20were introduced; however, the associated costs rose from US $13.48 to
US $15.50, which was higher than other delivery channels in this coun-
try [26].
4. Discussion
The ﬁndings of the present study indicated that the MSI voucher
programs were successful at increasing uptake of family planning and
other SRH services. Increased uptake was found among all of the coun-
tries where these programs were implemented and for all of the ser-
vices covered by the vouchers. The results of the present review for
uptake were conﬁrmed by other systematic reviews of voucher pro-
grams [15,30]. Redemption rates variedwidely across both the 11 coun-
tries involved and the different services offered. Context-speciﬁc factors
represented potential causes of the observed variability. For example, in
Kenya, redemption of family planning vouchers might have been low
because public facilities offered similar services for free and users may
have chosen to obtain their services from these facilities instead of the
voucher accredited facilities [20]. An important avenue for future re-
search would be to determine why some individuals bought vouchers
but did not redeem them.
Of the six voucher program evaluations that considered success in
reaching speciﬁc subgroups, four showed clear evidence that voucher
users were more likely to be poorer or younger than the relevant com-
parison group. The two countries that did not show such a relationship
among poor users (Sierra Leone and Madagascar) are characterized by
large populations living in extreme poverty.
In terms of targeting approaches, voucher programs were effective
at reaching the poor in those countries that used poverty grading tools
to assess potential users and limit eligibility. By contrast, voucher pro-
grams without means testing were no more successful than non-
voucher initiatives in reaching the poor. Future research could compare
poverty targeting approaches (means testing vs geographic testing) to
determine whether success in increasing use among poor women re-
ﬂects the targeting approach or the country.
The impact of vouchers on user satisfaction was largely positive,
with the exception of the program in Sierra Leone. One systematic re-
view found positive effects on both quality and user satisfaction [15].The results on efﬁciency in the present study were mixed and similar
to those found in other systematic reviews [15,30]. Consequently, it
would be useful to compare the efﬁciency of voucher programs with
other health ﬁnancing schemes [26].
Some limitations of the present study should be noted. The review
included onlyMSI programs; systematic evaluations that take programs
implemented by other agencies into account would, therefore, be posi-
tive counterparts to the present study. The analysis also excluded pro-
grams and evaluations of vouchers for services such as condoms, oral
contraceptives, and non-family planning and/or SRH services. Some
MSI voucher programswere not included owing to lack of programmat-
ic information or outcome data. Not all of the studies included in the
present analysis had a comparison group, thus weakening the certainty
of conclusions reached. A broader deﬁnition of quality than the current
“user satisfaction” deﬁnition would also have been valuable.
In conclusion, the present study provided important evidence to de-
scribe the success of voucher programs in increasing uptake of family
planning and/or SRH services. The ﬁndings also suggested key areas
for additional research. As further voucher programs are developed to
improve access to health care in low-resource settings, comprehensive
and rigorous evaluations will be needed to increase understanding of
their long-term effects on behavior and health outcomes.
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